T ajikistan, in Central Asia, gained its independence in 1991, with the break-up of the Soviet Union. There followed a period of civil war, 1992-97. In 2003, 64% of Tajikistan's population was poor, which was defined as living on less than US$2.15 per day at purchasing power parity by the UN Appeal for Tajikistan (2006) . The Tajik healthcare budget appropriations decreased from 4.5% of gross domestic product in 1991 to 1.3% in 2005. The average annual rate of population growth is 2.19%. The estimated 7 320 815 population of the country is mainly rural (73.5%) and about 38% of the country's population is under the age of 14. Life expectancy at birth is 62 years for males and 68 years for females. The infant mortality rate is 106.49 deaths per 1000 live births.
Tajikistan has a state-regulated system of healthcare which increasingly depends on unofficial private payments for medical services (70% of total spending in recent years). In 2005, Tajikistan presented its draft National Development Strategy with three fundamental priorities: public administration reform, private sector development, and development of human potential. The main priorities for development of the healthcare system in Tajikistan are: m reform of the healthcare system, including development of the private sector and attraction of investment m improvement of maternal and child health m a significant slow-down in the spread of HIV/AIDS, a reduction in infectious diseases and the eradication of certain infections that can be controlled by vaccination m improved availability, quality and effectiveness of medical services (National Development Strategy, 2006) .
Mental health policy and legislation
The 
History of psychiatry in Tajikistan
By the 1990s, a network of psychiatric institutions, including dispensaries, hospitals and mental health offices, had been established in Tajikistan. In-patient care was by far the predominant form of psychiatric service available, and hospital stay tended to be long. In the process of treatment of mental disorders, preference was given to biomedical interventions, such as psychopharmacotherapy or shock therapy.
The condition of post-Soviet mental health services in Tajikistan can be defined as critical, based on many indicators: availability of the qualified staff; provision of food; the state of the wards, facilities and utilities at the mental health institutions; and the availability of effective therapies. In 1996, in psychiatric hospitals of Lakkon and Leninsky districts, 311 of about 700 patients died mainly because of lack of food. The physical infrastructure of the mental health services was dilapidated. In many psychiatric care facilities there were no decent windows or doors; in-patients slept on beds with no mattresses, while dressed. There was little regard for basic hygiene (Médecins Sans Frontières, 2003) .
Since 2005, first in-patient and then out-patient psychosocial rehabilitation programmes have been introduced by the Global Initiative on Psychiatry.
Incidence and prevalence of mental disorders
The Tajik Ministry of Health has provided the quantitative data on mental disorder shown in Table 1 . 
Education and training
Undergraduate and graduate medical and pharmaceutical education and training in Tajikistan are provided by the Tajik State Medical University named after Avicena. The overall duration of education and training of a medical doctor is between 7 and 8 years: basic medical education (bachelor's level) takes 5 years, and graduate (master's level) education is another 2-3 years.
Graduate training in psychiatry lasts 2 years. According to the syllabus, psychiatry-related courses take 882 hours per year or 1764 hours altogether over the 2 years of postgraduate training. The educational programme of other medical students also devotes some hours to psychiatry. This includes 1764 hours for drug treatment specialists, 60 hours for neurologists and 36 hours for general practitioners.
Medical education is multidisciplinary and the curriculum is developed in compliance with the state standard for graduate education in Tajikistan, approved by Resolution No. 95 of the Government of Tajikistan of 23 February 1996.
Postgraduate training of medical and pharmaceutical professionals is conducted by the Tajik Institute for Postgraduate Training of Medical Professionals, which was established in 1993. Such postgraduate 'upgrade' courses are to be undertaken by medical professionals every 5 years on a mandatory basis.
Training and education of nurses are provided by medical colleges and vocational schools.
Substance misuse
In 2002 the United Nations Office on Drugs and Crime (UNODC) estimated the number of drug users in Tajikistan at 45 000-55 000 (UNODC, 2002) .
Specialised medical drug treatment in Tajikistan is provided exclusively by the narcological centres established in Soviet times. In 2005, 1040 individuals received in-patient treatment at such centres, of whom 96.4% were diagnosed with heroin addiction (F11.2 according to ICD-10). In 2001-05, the narcological facilities treated 4818 in-patients in total.
Mental health and human rights
According to a report from the Tajikistan Bureau on Human Rights, on access to psychiatric care in Tajikistan (Sanginov & Romanov, 2006) , violations of fundamental human rights are common in psychiatric institutions. In particular, the following are often not met: the right to information, notably regarding patients' rights; the right to equal reward for equal labour; the right to an adequate environment; the right to the best available treatment; economic and social rights.
Patient's participation in discussion of the treatment plan and the giving of informed consent for treatment are not in place, and patients play only a passive role. They are almost never informed of their diagnosis and their health condition (they are often told simply that they have developed a psychiatric illness).
Drinking water is often unavailable. There is a shortage of electricity, especially in winter. Daily schedules are repetitious; most patients have nothing to do but to sit and stare at the walls around them. Wards lack furniture except for metal beds. The freedom of movement of patients is very limited, even within the institutions.
Psychiatric patients do not have an opportunity to ask for alternative psychiatric examination. There is no institute of independent psychiatric expertise in Tajikistan (Sanginov & Romanov, 2006) .
Conclusion
Tajik psychiatry 'flourished' during Soviet times, when the biomedical approach to treatment was paramount. The collapse of that system and the subsequent civil war in Tajikistan led to a major emergency in psychiatry in terms of migration of qualified staff, dilapidation of buildings and disintegration of services. As Tajik society recovered from deep social and economic crisis, the provision of mental health services gradually stabilised. While the financial capacity of the government is still very limited, the Central Asian region as a whole, and Tajikistan in particular, are the focus of many international donors and non-governmental agencies. As some of them prioritise the social sector and in a few cases mental health, new psychosocial rehabilitation services are being developed and opportunities exist for further improvement of mental healthcare in Tajikistan. A fter 20 years of experience with the legislation, it is now a good time to assess the Mental Health Act 1987 of India. How useful has it been to consumers, carers and the mental health profession? It has been perceived as isolationist because it deals only with psychiatric hospitals and excludes a large number of general hospital psychiatric units from its purview. It is also un-implementable in some parts of the country because of the shortage of resources. From a human rights perspective, it is deficient in two important ways: it failed to establish independent review bodies for involuntary admissions; and it lacks provision for research with people who have a mental illness.
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Historical background
When Britain granted independence to India in 1947, it left behind a plethora of antiquated laws, including the Indian Lunacy Act of 1912, which used terms originating from that era, such as 'lunatic asylums', 'lunatics' and 'idiot'. Every involuntary admission had to be ordered by a magistrate and every discharge by a board of visitors, which met monthly. After independence, the law was found to be so unworkable that everybody cheerfully bypassed it for the next 40 years while work continued on and off on a new law, until the Mental Health Act 1987 replaced it.
However, implementation of that Act was impeded, both by administrative apathy and by resistance from mental health professionals, who perceived it as having or indeed promoting an isolationist approach to psychiatric patients, who had only recently started receiving the benefits of a resurgent general hospital psychiatry movement in the country (Kala, 1997) .
Judicial response to the Erwady trajedy, 2001
On 7 August 2001, 25 people with a mental illness were burned to death in an accidental fire at night, while chained to pillars in a religious shrine in the Erwady district of Tamil Nadu in South India. These patients had been left by poor families in the care of the shrine management. The Supreme Court of India took 'suo moto' cognisance of the event and started a civil writ petition (no. 334 of 2001), which is still ongoing. The Supreme Court discovered that the regulatory provisions of the Mental Health Act were not being implemented in the country. The Court ordered country-wide implementation of the licensing and other provisions of the Mental Health Act and asked for compliance reports from each of the 34 states. The government complained that the number of mental health professionals in the country was so small that the norms required for licensing a psychiatric hospital, for example one psychiatrist per ten admitted patients, simply could not be met.
The Court then ordered uniform norms of care across both the public and the private sector and asked for a country-wide, state-wise survey to find out the exact number
